Editorial
(Opioid is becoming a major health care problem in our society. Below is an editorial submitted by my colleague, Dr Abubaker. Dr Abubaker is a practicing oral and maxillofacial surgeon in Richmond, Virginia. He is a professor and S. Elmer Bear Chair of the Department of Oral and Maxillofacial Surgery at VCU Medical Center. Hearing about his personal tragedy, I reached out to him to give us his perspective and personal experience with this epidemic. I want to commend him on his courage, perseverance, and willingness to share his personal experience with us. Hopefully, we can learn from him and change our habits. We can hopefully become part of the solution and not the problem! WE, as cosmetic surgeons, make patients addicted by overusing prescription narcotics: why use a pain pump or anti-inflammatory agent if we can just give them 30 or 60 pills . . . We also have to address this issue among our colleagues. Most of us work in our outpatient surgical centers and office-based practices where anesthetics and narcotics are readily accessible. This is both a temptation and a risk factor for both physicians and our staff. We as parents, cosmetic surgeons, and health care providers have to play a proactive role in this epidemic. Each one of us can save a life!)
Ninety-nine percent of the thousands of patients who undergo surgical procedures receive postoperative opioids for control of their postoperative pain. 1 Opioids overdose claiming 78 people die each day in the United States. 2 With this in mind as an academic surgeon and father who lost his 21-year-old son to opioid overdose, all this sound too familiar. Each day goes by my practice, and during my teaching, I observe the irrational pattern of prescribing opioids on any given day repeated over and over. Now more than ever and with the epidemic of opioid abuse reaching historical proportions, as clinicians and educators we cannot afford to remain silent. Because the stigma that historically has been attached to addiction, for the society in general and for those of us who are affected directly by the disease, the issue has been the "elephant in the room" not only among the medical profession but also in our lives collectively as a society. As of one of those parents who were affected by loss to addiction of opioids, I am especially grateful to the editor to provide me with an opportunity to share with readers of this journal my view from 3 perspectives in navigating my journey over the last 3 years since my personal tragedy of my son's death.
The first perspective is from a father who lost his son to heroin overdose in 2014. The second perspective is reflections on learning more about addiction from my enrolling in graduate program on addiction studies. The third perspective is the impact of my experience from both my personal tragedy and from my new knowledge about addiction on the journey I traveled as a clinician and as an educator over the past 2 years.
The first perspective is related to one losing my son to heroin overdose on October 2, 2014. Although the autopsy report of his death was a result of heroin mixed with benzodiazepines, his journey to heroin use is as familiar as the thousands of young people whom we have heard about over the past few years and continue to hear about every day. His first exposure to narcotics was after he was prescribed hydrocodone after a shoulder injury he sustained in high school. His doctor generously prescribed narcotic for him before and after his shoulder surgery. That gradually led him to addiction to prescription narcotics. At some point from there, he transitioned to heroin use because he was not able to have access to narcotics. After almost 10 months in successful recovery and shortly after he transitioned to normal daily life of a full-time job and part-time school, he relapsed and died within 5 days after his relapse. The impact of his loss, on me personally, and on my family cannot be described in words. Needless to say, I, like many parents who are affected by such tragedies, live with the pain every day. I will never see my son grow up, get married, or have children of his own. I will never see him live his life and realize his dreams.
The daily reporting of deaths from substance use disorder (SUD) in the United States may have desensitized many people to such tragic news and made such reports almost routine events in our national conscious. However, for parents and families who are affected, nothing ever routine about losing a child and the daily news reports are in fact constant triggers and reminders even with passage of time. For these families who survive the anguish of grief, their lives are never the same. With the number of prescriptions written by clinicians in this country, with understandable obligation to their patients aside, it is fair that these families of those who are affected by these prescription practices wonder how many and which of these prescriptions were necessary and how many of these prescriptions were used for the intended 724273A CSXXX10.1177/0748806817724273The American Journal of Cosmetic Surgery editorial2017
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purposes in the first place. It is also fair that these families wonder how many people have to lose their lives and how many families have to be impacted before something has to radically change to stop such occurrence.
By telling my personal story, I am hoping that on behalf of many parents who lost their loved ones and those individuals and parents who still suffer from the disease, I can bring to the surface serious discussions on the current practice of narcotic prescription in this country. I and all of these families who are affected by similar tragedies feel that despite doctors' well intentions, clinicians, and certainly surgeons who have adopted routine opioid prescribing, may inadvertently be in conflict with the ethical imperative to "do no harm." However, I hope in light of the current drug epidemic that these clinicians would reevaluate such practice and search for alternative therapeutic strategies that are evidence-based and that these clinicians become part of the solution to this public health crisis rather than part of the problem.
My From that perspective, I learned that opioids abuse epidemic is the tip of the iceberg to a serious disease called addiction, also referred to by many as SUD. I also learned that despite the stigma attached to addiction over the ages, addiction is now accepted to be a complex chronic organic disease of the brain and body (as accepted as such by most medical associations, including the American Medical Association and the American Society of Addiction Medicine). This disease disrupts regions of the brain that are involved in reward, motivation, learning, judgment, and memory. I have also learned that the old view that addiction is a behavioral weakness and a character flaw is the basis for the stigma associated with the disease. This stigma has made admitting having the disease, and the diagnosis and treatment even more difficult, compounding the impact of this disease. I have also learned that addiction like other chronic diseases, such as diabetes, cancer, and heart disease, is a chronic relapsing disease caused by a combination of behavioral, environmental, and biological factors with genetic accounting for about half of the predisposing factors.
As a result of my new knowledge, I have changed my perspective on addiction in general and on opioids epidemic in particular. I have changed the way I view patients with SUD to any drug (including alcohol, nicotine, and opioids), and patients with suspected SUD. I also changed the manner I practice and the way I interact with these patients. I also changed my teaching.
As a clinician, I, just as most physicians and surgeons, have considered my prescribing of narcotics for my patients a routine, effortless, and may be even thoughtless step in my busy daily practice. Like many in my generation of health care professionals who educated and trained in the 1980s and 1990s, pain was considered the fifth vital sign. Based on that premise, I felt that I have an ethical obligation to addressing my patient's pain generously and with the best tools I have at my disposal at the time. As a result, my main concern was to alleviate pain with propensity to use opioids more often with minimal understanding of the scientific basis of oral and facial pain and discomfort. 4 So I, like many clinicians, have been engaged in frequent and occasionally unwarranted use of opioids in my daily practice as if it is the only mean of managing pain and as if the goal is total elimination of pain in 100% of the time. More disturbing, I have witnessed the frequent use of the strategy of prescribing "more better than less" approach for pain management. This approach and attitude along with prescribing for the treatment of the most severe (pain) outcome 2 have been propagated throughout our medical and dental education and passed on to the last few generations of clinicians from all specialties in medicine and dentistry. Unfortunately, this approach is due to a gap in understanding of biological basis of pain and adequate knowledge of the pharmacology of drugs and their potential complications including their addictive potentials. Similarly as an educator, I saw my students and residents not only emulating the faculty in their practice of narcotic prescription but often go even further and cite the reason of prescribing opioids and more is better than less so to "avoid, being called or disturbed by patients during afterhours and on weekends by patients requesting pain medications."
As a result of my personal experience and new knowledge over the past 2 years, I have become more aware of my prescription practice in my own private practice. I now also view addicted patients with compassion and empathy to their disease. I offer them alternative pain medications as necessary and provide them with resources to address their disease if they wish to do so. I have also become very mindful during my teachings in regard to students and residents' practice of narcotic prescription. Despite these changes, I still feel that there continues to be a gap in knowledge among practicing health care providers on the subject of addiction and significant resistance by many practitioners to change their prescription practice. Because of this continuous gap and this resistance, we still have a long way to go as a profession to make the necessary changes to get where we should be in our understanding of addiction and our prescription practice.
By sharing my perspectives with the readers of the American Journal of Cosmetic Surgery (AJCS), I am hoping that nobody has to go through a personal experience similar to mine to change their practice of prescription writing and their views and attitude toward addiction or SUD. I also intended to provide a window to the readers on the impact of unwarranted narcotic prescription practices on individuals, families, and the society, albeit such impact is unintentional. I also want to raise awareness and express my concerns on the current state of our views as clinicians and educators on where we are in our understanding and teachings on the opioid misuse and on addiction, where we need to be, and the distance we have to travel to do our patients "good and do no harm" not only in regard to opioid epidemic but in our role in understanding of addiction in general. I believe that we have ethical, educational, and societal responsibilities to change our practice of managing pain. I also believe that we have as much responsibility to develop contemporary curricula in all health care schools that are in pace with current knowledge of SUD and acute pain management. With such knowledge, it is my hope that the practice of managing postoperative and acute pain becomes an evidence-based practice 5 rather than "habit-based" practice.
